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[Note to Kelsey —items marked with a * only need to be asked once at the start]
Health questionnaire for children and young people aged 11-18 to answer directly.
These questions are to be answered by the Young Person who had the Covid-19 test.
If you need any help, please ask a parent, relative, carer or friend to help you.
For questions that ask for a particular date, don’t worry if you can’t remember it exactly, just enter the
closest date.
The questions do not need to be completed in one go but can be paused and continued at a later time —

just remember to click save.

All of the information which you provide will be kept confidential and will not be shared with anyone outside
the research team studying Long Covid in young people.

Please enter the unique personal number on the front of the letter which we sent you

asking you to take part:
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Consent

Before starting the survey, please read the relevant consent
and information sheets found here

Child information sheet 11-15

Child information sheet 16-18

Parent/Carer information Sheet

Which age group does the participant belong to
a 11-15

0 16-18

Do you consent to take part in the study
a Yes

O No
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About you

Your email address so that we can contact you again (this will not be shared with anyone else):

Please re-enter your email address:

About you
Please tick this box to confirm the following email address is correct {Q7}
O Yes, this email is correct

*Sex at birth: - Male - Female ' Prefer not to say

*How old are you? (in years):

How tall are you? (7 cm  metres  feet/inches) ' Not sure
What is your weight now? (O kg O stone O Ibs) O Not sure
*What did you weigh before your Covid-19 test? (o kg O stone O Ibs) O Not sure

*What is your postcode?

*How many brothers and sisters do you have?

*Ethnicity: What is your ethnic group?

Choose one option that best describes your ethnicity:

White
1. English/Welsh/Scottish/Northern Irish/British
2. Irish

3. Gypsy or Irish Traveller
4. Any other White background

Mixed/Multiple ethnic groups

[15. White and Black Caribbean

[J6. White and Black African

7. White and Asian

[J18. Any other Mixed/Multiple ethnic background

Asian/Asian British

9. Indian

[J10. Pakistani

[111.Bangladeshi

[J12.Chinese

[013. Any other Asian background
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Black/African/Caribbean/Black British

[J14. African
[J15.Caribbean
[116. Any other Black/African/Caribbean background

Other ethnic group

[117.Arab
[118. Any other ethnic group
[J19. Prefer not to say

If other, please describe
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Just before the Covid-19 pandemic in early March 2020 were you experiencing:-

Asthma? Yes/No
Lung disease other than asthma? Yes/No

If yes, please describe
Allergy problems (skin eczema, hay fever, Yes/No
food allergies) If yes, please describe
Problems with your stomach, gut, liver, Yes/No
kidneys or digestion? If yes, please describe
A neurological disease*(one that affects the Yes/No
brain or nervous system e.g. epilepsy) If yes, please describe
Any physical disability Yes/No

If yes, please describe
Learning difficulties at school Yes/No

If yes, please describe
Did you have an Educational Care and Health | Yes/No
Plan (ECHP) giving extra support at school?
Problems with your sleep, including getting to | Yes/No
sleep, waking in the night or waking early? If yes, please describe
Problems with your eating including eating Yes/No

too much, eating too little or eating in an
uncontrolled way? (Binge eating)

If yes, please describe

A loss of interest or pleasure in doing things?

Yes/No

If yes, how often

Half the time, More than half the time, Nearly always

Feeling down, depressed or hopeless

Yes/No

If yes, how often

Half the time, More than half the time, Nearly always

Worrying a lot about bad things or the future

Yes/No

If yes, how often

Sometimes, Often, Always

Problems with headaches Yes/No
If yes, how often Sometimes, Often, Always
Problems with tummy aches Yes/No
If yes, how often Sometimes, Often, Always
Problems with friendships Yes/No
Do you often feel very tired? Yes/No

If yes, how often

Half the time, More than half the time, Nearly always

Any other serious ill health?

Yes/No
If yes, please describe

Just before the Covid-19 pandemic in

early March 2020 were you:-

Smoking?

Yes/No

How many per day on average?

Using e-cigarettes?

Yes/No
How many uses per day on average?
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How was your physical health in general before your Covid-19 test?

Very poor  Poor 1Ok  Good ' Verygood

If you ticked poor or very poor, please tell us why:

How was your mental health in general before your Covid-19 test?

Very poor  Poor 1Ok  Good ' Verygood

If you ticked poor or very poor, please tell us why:

Before your Covid-19 test, were you taking any medicine given by your doctor (e.g., to help manage
your concentration?)

Yes/No
Please list the medicines you were taking? (you can ask an adult for help)

Before your Covid-19 test, were you getting any help such as ‘talking therapy’ for your mental health?
E.g. talking to the school counsellor

Yes/No
What kind of help?

About your Covid-19 test

Have you had a positive COVID-19 test result?
[OYes ONo

How many positive COVID-19 test results have you had?

\What was the date of your first positive COVID-19 test?

If more than 1: What was the date of your most recent positive COVID-19 test?

Even though your tests have been negative, do you believe that you had COVID-19? (please answer
these in relation to your last Covid-19 test)

OYes CONo ONot sure
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What was the reason for your most recent Covid-19 test?
[] I had some symptoms.
[ ] 1 was near someone who had tested positive
[] School testing
[] Other

If had symptoms, following questions will appear the first time the questionnaire is given.

When did you first notice them?

How long did they last?

OAday orless [afew days [Oaboutaweek [Omore than a week [OA couple of weeks or more

How bad were the symptoms at their worst?

O Not very — | could carry on doing things [Ja little — | felt a little bit poorly [Jquite bad — | had to go
to bed sometimes Overy bad — | couldn’t do much [OExtremely bad — | couldn’t do anything

In the last four weeks, how many school days (online or in person) in total did you miss because of
symptoms of COVID-19

ONone [O1-2days [O3-5days O6-10 days [11-15 days OMore than 15 days

What symptoms did you have? Check all that apply. [ltems from section 4]

Fever

chills or shivers (feeling too cold)

persistent cough (coughing a lot for more than an hour, or 3
or more coughing episodes in 24 hours)

unusual fatigue/tiredness

unusual shortness of breath

loss of smell/taste

unusually hoarse voice

unusual chest pain or tightness in your chest

unusual abdominal pain

diarrhoea

headache

confusion, disorientation or drowsiness

unusual eye-soreness or discomfort (e.g. light sensitivity,
excessive tears, or pink/red eye)

skipping meals

dizziness or light-headedness

sore throat

unusual strong muscle pains

earache or ringing in your ears (tinnitus)

O00O00 OOooOoooOoOoooo OO0
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O raised, red, itchy welts on the skin or sudden swelling of the
face or lips

U red/purple sores or blisters on your feet, including your toes

O other

If other, please state

What were your main symptoms?

Fever

chills or shivers (feeling too cold)

persistent cough (coughing a lot for more than an hour, or 3
or more coughing episodes in 24 hours)

unusual fatigue/tiredness

unusual shortness of breath

loss of smell/taste

unusually hoarse voice

unusual chest pain or tightness in your chest

unusual abdominal pain

diarrhoea

headache

confusion, disorientation or drowsiness

unusual eye-soreness or discomfort (e.g. light sensitivity,
excessive tears, or pink/red eye)

skipping meals

dizziness or light-headedness

sore throat

unusual strong muscle pains

earache or ringing in your ears (tinnitus)

raised, red, itchy welts on the skin or sudden swelling of the
face or lips

red/purple sores or blisters on your feet, including your toes
other

o0 O00000 Ooopoodoododoo pboo

If other, please state

Did you/your parent talk to the doctor about your Covid-19 symptoms? = Yes ' No
Did you go to hospital about your Covid-197?  Yes ' No
Did you have to stay overnight in hospital for Covid-197 = Yes = No

Have you had a vaccination against COVID-19?

Yes 1 No

The questions below will be asked if they answer ‘Yes’ to the above.
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How many vaccines have you had?
1 23 " Unsure

Which vaccine did you have? (if more than 1: please answer in relation to your first vaccine)

Pfizer 11 AstraZeneca ' Moderna - Unsure

When did you have the vaccine? (if more than 1: please answer in relation to your first vaccine)

If they report two vaccines the below will also be asked.

What was the second vaccine?

[ Pfizer [J AstraZeneca [[]Moderna[JUnsure

When did you have the second vaccine?

If they report three vaccines the below will also be asked.

What was the third vaccine?

[OPfizer (JAstraZeneca [[JModerna[JUnsure

When did you have the third vaccine?

About your health at the moment

If you have had symptoms of COVID-19, how much do you agree with the following statement?

"l have fully recovered from COVID-19"

OO0O000o0ooOod
S OO NOOUAWN O
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How do you feel right now?

| feel as healthy as normal [_]

| am not feeling quite right [ ]

Do you have a fever? Yes/No
Do you feel chills or shivers (feel too cold)? Yes/No
If you are able to measure it, what is your temperature?
Do you have a persistent cough (coughing a lot for more | Yes/No
than an hour, or 3 or more coughing episodes in 24
hours)?
Are you experiencing unusual fatigue/tiredness? No [ ]
Mild fatigue [ ]

Severe fatigue - | struggle to get out of bed [ ]

Are you experiencing problems with your sleep,
including getting to sleep, waking in the night or
waking early?

Yes/No

If yes, please describe

Are you experiencing unusual shortness of breath?

No[ ]

Yes, mild symptoms - slight shortness of
breath during ordinary activity [_]

Yes, significant symptoms - breathing is
comfortable only at rest [ ]

Yes, severe symptoms - breathing is difficult
even at rest

=

loss of smell/taste

unusually hoarse voice

unusual chest pain or tightness in your chest
unusual abdominal pain

diarrhoea

headache

confusion, disorientation or drowsiness

skipping meals

dizziness or light-headedness

sore throat

unusual strong muscle pains

earache or ringing in your ears (tinnitus)

no symptoms
other

AN e

hat are your current symptoms? (Please tick all that apply)

unusual eye-soreness or discomfort (e.g. light sensitivity, excessive tears, or pink/red eye)

raised, red, itchy welts on the skin or sudden swelling of the face or lips
red/purple sores or blisters on your feet, including your toes

Are there other important symptoms you want to share with us?

10
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Since the start of your COVID-19 symptoms, have | Yes (I have had a period of one week or more

you had a period longer than one week with none | since my test with none of the above symptoms)[ ]
of the above symptoms at all (where you were
back to how you were pre-COVID) No (My symptoms have been continuous since
Covid test) [_]

Not applicable[ ]

11
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How you feel about your overall health

*Describing your health BEFORE your COVID-19 test
Under each heading, please tick the ONE box that describes your health BEFORE your COVID-19 test

Mobility (walking about)
| had no problems walking about
I had some problems walking about
I had a lot of problems walking about

Looking after myself

I had no problems washing or dressing myself

| had some problems washing or dressing myself

I had a lot of problems washing or dressing myself

OO [OO4d

Doing usual activities (for example, going to school, hobbies, sports, playing, doing things with family or
friends)

I had no problems doing my usual activities
| had some problems doing my usual activities
| had a lot of problems doing my usual activities

Having pain or discomfort
I had no pain or discomfort

| had some pain or discomfort
| had a lot of pain or discomfort

Feeling worried, sad or unhappy
| was not worried, sad or unhappy
| was a bit worried, sad or unhappy
| was very worried, sad or unhappy

I I I I

Describing your health TODAY
Under each heading, please tick the ONE box that describes your health TODAY

Mobility (walking about)
| have no problems walking about |:|
I have some problems walking about
| have a lot of problems walking about

Looking after myself
| have no problems washing or dressing myself
| have some problems washing or dressing myself
| have a lot of problems washing or dressing myself

1]

12
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Doing usual activities (for example, going to school, hobbies, sports, playing, doing things with family or friends)
| have no problems doing my usual activities

| have some problems doing my usual activities

I have a lot of problems doing my usual activities

Having pain or discomfort
| have no pain or discomfort
| have some pain or discomfort
I have a lot of pain or discomfort

Feeling worried, sad or unhappy
I am not worried, sad or unhappy

I am a bit worried, sad or unhappy
| am very worried, sad or unhappy

OO OO0 Ooo

BEFORE your COVID-19 test

1. How often did you feel that you have no one to talk to? 1] 2] 3[]
2. How often did you feel left out? 1] 2] 3[]
3. How often did you feel alone? 1] 2] 3]

4. How often did you feel lonely? 1] 2] 3] 4] 5[]
TODAY

1. How often do you feel that you have no one to talk to? 1] 2] 3]

2. How often do you feel left out? 1] 2[] 3[]

3. How often do you feel alone? 1] 2[] 3[]

4. How often do you feel lonely? 1] 2[] 3] 4[] 5[]

13
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We would like to know how good or bad your health was BEFORE your Covid-19 test* and how it
is TODAY

This scale is numbered from 0 to 100%
100% means the best health you can think of
0% means the worst health you can think of.

Please look at the scale and select the number for your health BEFORE your Covid-19 test and
your health TODAY

Before Covid-19 Test
a o

(I
o

10
15
20
25
30
35
40
45
50
55
60
65
70
75
80
85
90
95
100

(WY Iy Iy S Wy WY Wy Wy ]y Iy Iy Wy

o
Q
<

COoC00o0C0C0CO0C0000DOg
w
o
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Covid-19 and your family

who? (Kelsey — skip rule if say ‘no’)

Has Covid-19 has affected your family members and if so, can you tell us

In your house

In your extended family
(Grandparents, aunts, uncles etc)

Yes | No | Don't Who?
know

Yes

No

Don'’t
know

Who?

Has anyone tested positive
for Covid-19?

Has anyone been to
hospital with Covid-197?

Has anyone been in
intensive care (ICU) with
Covid-19?

Has anyone died from
Covid-19?

Does anyone have
ongoing problems from
Covid-197?

Wellbeing

Strengths and difficulties questionnaire

For the next set of questions, please mark the box for Not True, Somewhat True or Certainly True. It
would help us if you answered all items as best you can even if you are not absolutely certain or the
question seems daft! Please give your answers on the basis of how things have been for you over the

PAST MONTH.
Not Somewhat Certainly
True True True
| try to be nice to other people. | care about their feelings [] [] L]
| am restless, | cannot stay still for long L] L] L]
| get a lot of headaches, stomach-aches, or sickness L] L] [l
| usually share with others (food, games, pens etc.) [] L] L]
| get very angry and often lose my temper L] ] |
I am usually on my own. | generally play alone or keep to myself L] L] L]

15
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| usually do as | am told

| worry a lot

| am helpful if someone is hurt, upset, or feeling ill

| am constantly fidgeting or squirming

| have one good friend or more

| fight a lot. | can make other people do what | want

| am often unhappy, down-hearted or tearful

Other people my age generally like me

| am easily distracted, | find it difficult to concentrate

| am nervous in new situations. | easily lose confidence

| am kind to younger children

| am often accused of lying or cheating

Other children or young people pick on me or bully me

| often volunteer to help others (parents, teachers, children)

| think before | do things

| take things that are not mine from home, school or elsewhere

| get on better with adults than with people my own age

| have many fears, | am easily scared

UHOOODOOO0OO OOoOoOoOoOeQ
OOOCO0O00OUOOn oOOooooEE

| finish the work I’'m doing. My attention is good

R

Overall, do you think that you have difficulties in one or more of the following areas: emotions,
concentration, behaviour or being able to get on with other people?

Yes — Yes — Yes —
No minor definite severe
difficulties | difficulties | difficulties
[] [] [] []

If you have answered “Yes”, please answer the following questions about these difficulties:

e How long have these difficulties been present?

Less | 45 | 612 |Overa
than a
months | months | year
month
[] [] [] [

16
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e Do the difficulties upset or distress you?

Notat | Only a | Quite a | A great
all little lot deal

[ [ [ [

e Do the difficulties interfere with your everyday life in the following areas?

Notat | Only a | Quite a | A great
all little lot deal
HOME LIFE | ] ] [
FRIENDSHIPS ] O O ]
CLASSROOM LEARNING O O O ]
LEISURE ACTIVITIES O O O ]

e Do the difficulties make it harder for those around you (family, friends, teachers, etc.)?

Notat | Onlya | Quite a | A great
all little lot deal

[ [ [ [

Chalder Fatigue Scale

We would like to know more about any problems you have had with feeling tired, weak or lacking in
energy inthe LAST MONTH. Please answer ALL the questions by ticking the answer which applies to
you most closely. If you have been feeling tired for a long while, then compare yourself to how you felt
when you were last well.

less than
usual

more than
usual

no more
than usual

much more
than usual

do you have problems with tiredness?

[]

]

]

[

do you need to rest more?

[]

L]

L]

]

do you feel sleepy or drowsy?

[

L]

[

[

17
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do you have problems starting things?

do you lack energy?

do you have less strength in your
muscles?

do you feel weak?

do you have difficulties concentrating?

do you make slips of the tongue when
speaking?

OO g |{o|d

OO /g|t|(g|g

O OO |o g

O /Ujg|oo|g

do you find it more difficult to find the right
word?

[

[

[l

[l

better than
usual

no worse
than usual

worse than
usual

much worse
than usual

how is your memory?

[

[l

[

[l

18
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Please tick the box that best describes your experience of each over the last 2 weeks.

None of Some of G
STATEMENTS . Rarely . Often the

the time the time time
I've been feeling optimistic about the future 1 2] 3] 4] 5[]
I've been feeling useful 1 20 3[] 4[] 5]
I've been feeling relaxed 10 2[] 3] 4[] 5[]
I've been dealing with problems well 1] 2] 3] 4[] 501
I've been thinking clearly 100 2] 3 4[] 5[]
I've been feeling close to other people 1 2[] 3 4[] 501
:‘r]\/iié)seen able to make up my own mind about 107 o] 301 401 507

| FINAL QUESTION

Please use this space if there is there anything else you would like to tell us about
your health or how the pandemic or lockdown have affected you.

This research study cannot offer treatment. If you feel you would like some help, please contact

- your GP

- ChildLine www.childline.org.uk

- NHS 111 111.nhs.uk/, or calll on 111

- Shout giveusashout.org/, or text
85258

| Thank you

Thank you so much for completing this questionnaire.
We will send you the same questionnaire but with fewer questions in a few weeks.

You will be asked to complete the questionnaire two or three more times.
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At the end of the study (in about 2 years) after completing all of the questionnaires, you will receive
a £25 voucher.

Please indicate which voucher you would prefer
[] Amazon
[] LOVE2SHOP

Please remember to click submit
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